MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE
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2. COUNTY

2. USUAL RESIDENCE (whera deceased lived.

a. STATE Mis sour t COUNTY

1f institution: Residence before

admisilon)

b. CITY (If outsida corporate limits, give TQ'

own  St.Louls

WNSHIP anly) Length of stay in 1b

1% yrs.

OR
TOWN

c. CITY
St . Louls

Inside Limlts

Yes a Ne (O

. FULL NAME OF [If NOT in hospital, give
HOSPITAL OR
INSTITUTION

1922 Sunshine Dr,

1nside Limita

Yes X No [

lecation)

d. STREET
ADDRESS

{1t cunide, give [otation)

4922 Sunshine Dr.

Reside cn Farm

Yar [J Ne ]

3. NAME OF DECEASED
(Typa or print}

First

Marile

Middle

Ee

Sattel

Last 4. DATE

OF
DEATH Oct .

Menth

Dey

10,

Year

1963

5. SEX

4. COLOR OR RACE

7. Married [0 Never Married (X

8. DATE OF BIRTH | ?- AGE (layr birthday}

IF UNDER 1 YEAR

IF UNDER 24 HR

Widowed [ Divorced [ Hours Min.

10b, KIND OF BUSINESS OR INDUSTRY
Schleicher Co.
13b. MOTHER'S MAIDEN NAME
hnna Elizebeth Hausler
1d 17. INFORMANT Addreits

Albert Jackson -~ 11922 Sunshine Dr,

INTERVAL BETWEEN

Manths Oays

Female VWhite

10a. USUAL DCCURATION (Give kind of work dono

dyi king lits, if retired]
(ret¥rad)FoBelady "
132. FATHER'S NAME

Jacob Sattel

15, WAS DECEASED EVER IN U.S. ARMED FORCES?
{Yas, no, or unknown) I(Il ye1, give wg ar dales of ser

”’-L/T/OO 63

. BIRTHPLACE (City and stele of couniry) 12. -CITIZEN OF WHAT COUNTRY

St.Louls, Migsourl U.S.A.

14, NAME OF HUSBAND OR WIFE
none

|| WM
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78. CAUSE OF DEATH {Enter only ona cause per line for (a}, b}, and {c).
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PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminel
disease condition given in PART | {a}

decessed war  femsles wa
are a pregnancy in lest 90 deys.-

IU Yes | Mo | O Unknown

njury in PART | or PART Il of item 18}

19. WaAS AUTOPSY 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of
PERFORMED?

YES O NOH

20c. TIME OF Hour
IRIURY a.m.
p.m.

20d. 'NJURY OCCURRED
WHILE AT WORK [J

STATE
KOT WHILE AT WORK (O M .
%Mand last :uw?-‘kraliw on CM- q

21. 1 arended the deceased "‘"M&‘ m_&él_ /jéi

Death occurrad at. 8 2 1‘; P & _m an the date stated abave, and to the best of my knowledge, from tha causes s1ated.

RE {Degree or titia) 22¢. DATE SIGMED
/62¢Ldb7¢%// A&é &zbﬁhmwnfc Bl A 70/ /43
23d/LOCATION {City, town, or tounty) (State) F

7
23s. BURIAL, CREMATION, | 23b. DATE
Octo1l,1963 [New St,Marcus Cemetery St.Louls, Missourl

REMOVAL (Specify}
ADDRES! 25. DATE RECD. BY LOCAL REG. [26. REG AR'S JIGNATURE

Burilsl
0CT 14 1963 |

24. FUNERAL DIRECTOR
(Licensad Embaimer‘s Statement on Reverse Side}

20a. ACCIDENT  SUICIDE  HOMICIDE
O O

Month, Day, Year

MEDICAL CERTIFICATION

20w, PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY

farm, factory, street, office bldg., etc.}

22b. ADDRESS

/SO¥

Z3c. NAME OF CEMETERY OR CREMATORY

)
». BIQN

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

WACKER-HELDERLE=363lL Gravolas Ave.




STATEMENT BY LICENSED EMBALMER

hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by
working under my personal supervision.

Student

Signature of Studant Embalmer

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.. .

If thisl body is not embalmed, fact should be so stated above. ~ .




